Constipation is a common symptom of childhood, with an estimated prevalence varying from 0.3% to as high as 8%1. Abdominal pain is also common in childhood. When the two occur together, the former may be implicated as the cause of the latter. However, our experience along with a review of the published work provides little evidence that constipation per se is a cause of abdominal pain. Furthermore, labelling the constipation as the cause of the abdominal pain may divert the clinician from the real source of the symptoms. Here are two case histories which we think not atypical.
Case I A boy of 10 years had a 3-month history of intermittent abdominal pain and infrequent passage of stool. He was treated with lactulose and senna but the pain persisted, becoming worse for a week before his admission to a local hospital where he was given further treatment for constipation and discharged after 3 Acute abdominal pain in paediatric practice may be categorized according to the age of the child. For example, intussusception commonly occurs between two months and two years of age with a median of six months. Appendicitis is rare in the pre-school child, becoming more common throughout childhood and adolescence; in the adolescent girl it is difficult to diagnose with confidence. Several infective conditions as well as diabetes mellitus can masquerade as an acute abdominal condition, especially in infants and pre-school children. Congenital malformations such as malrotation and duplication, along with malignancy, can present in infancy and early childhood. The abdominal pain which accompanies these conditions may be associated with a diminution in frequency or the cessation of passage of stools, giving rise to an erroneous diagnosis of constipation.
Thus, when passage of stools has ceased and the X-ray shows moderate faecal loading, abdominal pain should not be attributed to constipation until other causes have been excluded. Table 1 illustrates the causes of acute abdominal pain in different stages of childhood.
Chronic or recurrent abdominal pain can be difficult to diagnose and manage. Pain may be accompanied by a change in bowel habit, and often the symptoms are attributed to constipation perhaps out of the clinician's desperation to affix a diagnosis to the symptomatology rather than any hard evidence. Some salient causes of chronic or recurrent abdominal pain in childhood are: * Functional abdominal pain * Helicobacter pylori associated gastritis/peptic ulcer * Pelvi-ureteric junction obstruction * Inflammatory bowel disease * Malrotation * Meckel's diverticulum/vitello-intestinal remnants * Acute intermittent porphyria A non-organic aetiology, classified as functional abdominal pain, may be identified by the absence of weight loss or by actual weight gain, the absence of any generalized debility and exaggeration of the symptoms. There may be a change in behaviour at school or at home with a deterioration in sporting and academic achievement. Furthermore, the pain may be accompanied by symptoms such as limb tingling, headaches or evidence of secondary gain such as attention seeking or avoidance of school or other activities6. It is striking that there is considerable overlap between these symptoms and those that may accompany chronic constipation, implying a large psychological component to both conditions. The question remains, however, does constipation actually lead to abdominal pain in childhood?
THE PATHOPHYSIOLOGY OF CHILDHOOD CONSTIPATION Symptoms usually begin in infancy or early childhood, and may seem to be related to weaning or the cessation of breast feeding. A history of streaking of blood on the faeces indicates the presence of an anal fissure as the initiating factor. Occasionally, the onset of constipation can be directly related to an adverse life event. Whatever the initiating factor, if the symptoms are not resolved early then a characteristic pattern ensues.
The large bowel is a net absorber of water, compressing the liquid effluent of the terminal ileum into a solid bolus ready for expulsion. When a faecal bolus remains unexpelled from the large bowel, resorption of water from the faecal matter results in a stool that is hard and difficult to expel. Prolonged distension of the rectum and sigmoid colon by the retained faecal bolus increases the capacity of these viscera, resulting in a megarectum or even megacolon. The extra work required to expel the faecal bolus against a functional obstruction causes hypertrophy of the rectal and colonic wall7. Finally, as the rectal capacity increases, the rectum loses its sensibility to a normal faecal Urinary calculi bolus so that a large volume of faeces can accumulate in the rectum before its presence is registered. The pathophysiological chain of events described above is displayed in a characteristic pattern of symptoms.
In infancy, constipation is characterized by the infrequent passage of a large faecal bolus, usually accompanied by screaming and local discomfort which ceases immediately after evacuation.
The pre-school child learns to associate the passage of stool with discomfort, so that defaecation is avoided at all costs. Thus the child will adopt strange postures in order to prevent the passage of stool8.
In the schoolchild, the continued retention of stool leads to the development of a megarectum. The presence of a large faecal bolus may distort the anal canal and interrupt the normal recto-anal reflex so that continence is impaired. This leads to soiling, which becomes a major social problem for both child and family. Furthermore, the fear of ridicule by peers can lead to social withdrawal and introversion.
Abdominal pain is not a salient feature of any stage of the development of chronic constipation in infancy or early childhood.
A different clinical picture is observed in the adolescent girl. She typically presents with a history of infrequent stool dating from the onset of puberty and associated with intermittent abdominal pain. A notable feature is the absence of physical signs. A plain abdominal radiograph may be normal, but a colonic transit study shows a delay in the passage of markers throughout the length of the colon as opposed to an accumulation in the rectum as seen in constipation of infancy and early childhood.
CONCLUSIONS
Abdominal pain may be a feature of constipation, especially in adolescent girls, and may be a result of its treatment with stimulant aperients. However, the cessation of the passage of stools in combination with abdominal pain has a wide differential diagnosis and constipation should not be judged the cause of abdominal pain without consideration of the alternative diagnoses.
Constipation, like abdominal pain, is a symptom and not a diagnosis, and strict adherence to the definition of constipation will lead to the correct diagnosis of its cause.
